F
or many critically ill patients in intensive care units (ICUs), modern medicine has tended to blur the distinction between living and dying. In the technical environment of the ICU, the risk of the prolongation of death is real, either with aggressive pharmacological support or with other life support strategies (1) . We need to recognize when medical treatment in the ICU cannot reach its stated aims, and face, with all compassion and humanity, the realities of impending death.
Traditionally and for most institutions, it would be unusual for intensive care and palliative care practitioners to be involved in tending the same patient. These two disciplines have usually sat at opposite ends of the health care spectrum. However, there is a genuine movement now towards a realization that this may not be in the best interests of our acutely and severely ill patients. Care for these patients continues until death and, ideally for their families, beyond this point if they desire it. What then should this intensive care involve? For example, if we are to strive to provide optimal ethical and dignified care both for those who are to survive and for those who cannot, more clarity and consistency is needed in the way ICU teams approach decision making with patients and families. This is particularly so when there is a need to change from a primarily curative focus to a primarily palliative approach. Once this occurs, the provision of any of the aggressive modalities of life support treatment, including cardiopulmonary resuscitation, mechanical ventilation, dialysis/ ultrafiltration, extra corporeal membrane oxygenation, and inotropic support for the cardiovascular system, would generally need to be justified in terms of provision of comfort and/or symptom control in the primarily palliative phase. . Perhaps one of the major differences between Intensive and palliative care lies in the duration of the primarily palliative approach of the two • 55 disciplines. In the ICU, this is usually measured in hours (2), and might not have even been a consideration beforehand, in the preoperative stage or prior to the onset of the acute and severe illness leading to the ICU admission. By contrast, it is fair to say that the impending need for the traditional palliative approach is likely to be more predictable for cancer patients and others with advanced chronic diseases, approaching the ends of their lives away from an ICU. For the traditional palliative care patients, discussions around the realities of death might have already occurred. For our patients failing to progress in the ICU, we should strive to ensure that these discussions take place at the earliest reasonable opportunity.
One of the greatest challenges for all of us in the ICU (patients, caregivers, and families) is how to make the transition from attempted cure to optimal care as seamless as possible. This would be a departure from the traditional model in the ICU where there is a more distinct dichotomy between cure and care. This transition to optimal palliative care usually involves a lengthy process leading to the consensus decision to consider withholding or withdrawing supportive measures that can no longer achieve their aims. By contrast, the course of events once life support is withdrawn is usually relatively brief. For many of these patients, life continues only with technical assistance and is not sustainable otherwise.
These two major processes, decision making and the move to a primarily palliative approach, cannot be divorced from, and are very much a part of what should constitute the provision of quality end-of-life care in the ICU. How ICU physicians and our teams carry ourselves through these processes enormously influences the course of events and remembrances of families of the bereaved.
One of our purposes in bringing together the various articles that constitute this thematic ediEnd-of-Life Issues in the ICU: a Need for Acute Palliative Care?
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• tion of the Journal of Palliative Care is to bring to a wider audience some of the issues that prevail in our ICUs. We are grateful to the several members of Canadian Critical Care Society and the Canadian Critical Care Trials Group, who have collaborated to bring this edition to fruition. We are authors of other papers in this edition. In the editorial process we tried to adhere as closely as possible to the principles of editing outlined by the Canadian Medical Association Journal on these matters (3). We thank Dr Roy, the Journal of Palliative Care, and the Fonds de la recherche en sante du Quebec for their support and patience as this project became a reality. This is but a beginning (we hope) and part of a more substantive effort to improve end-of-life care in general in Canadian institutions.
From our understanding of the SUPPORT study in the U.s.A., we may have a long way to go. This study suggested that as many as 50% of dying patients received levels of care in their last days that were incongruent with their wishes (4) . While these figures may not necessarily apply to patients dying in our Canadian K'Us, we invite our colleagues in palliative care to help us to focus on all the issues that surround quality end-of-life care. Then perhaps we might aspire to Professor Dunstan's memorable description (5) of how to help our ICU patients achieve their goals, both in life and in death:
The success of intensive care is not, therefore, to be measured only by the statistics of survival, as though each death were a medical failure. It is to be measured by the quality of lives preserved or restored; and by the quality of the dying of those in whose interest it is to die; and by the quality of human relationships involved in each death.
